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Joseph S. Bleymaier, Administrator
Emmett Rehabilitation & Healihcare
714 North Butte Avenue

Emmett, ID 83617

Provider #: 135020

Dear Mr. Bleymaier:

On August 7, 2008, a Complaint Investigation survey was conducted at Emmett Rehabilitation
& Healthcare, Inc by the Bureau of Facility Standards/Department of Health & Welfare to
determine if your facility was in compliance with State Licensure and Federal participation
requirements for nursing homes participating in the Medicare and/or Medicaid programs. This
survey found that your facility was not in substantial compliance with Medicare and Medicaid
program participation requirements. This survey found the most serious deficiency in your
facility to be an ISOLATED deficiency that constituted immediate jeopardy to resident health
and safety. You were informed of the immediate jeopardy situation in writing on August 7,
2008.

On August 7, 2008, the facility submitted a credible allegation that the immediate jeopardy was
corrected. After review of your Plan of Correction, it was determined that the immediate
jeopardy to the resident had been removed. However, the deficiencies as identified on the
revised CMS Form 2567L remain and require a Plan of Correction. The most serious deficiency
now constitutes actual harm that is not immediate jeopardy and that is isolated in scope, as
evidenced by the CMS Form 25671, whereby significant corrections are required.

Enclosed is a Statement of Deficiencies/Plan of Correction, CMS Form 2567L, listing
Medicare/Medicaid deficiencies, and a similar form listing licensure health deficiencies. In the
spaces provided on the night side of each sheet, answer each deficiency and state the date when
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each will be completed. Please provide ONLY ONE completion date for each Federal/State
Tag in column X5 (Complete Date), to signify when you allege that each tag will be back in
compliance. After each deficiency has been answered and dated, the administrator shouid sign
both the CMS Form 25671 and State Statement of Deficiencies, in the spaces provided, and
return the originals to this office.

Your Plan of Correction (PoC) for the deficiencies must be submitted by September 3, 2008.
Failure to submit an acceptable PoC by September 3, 2008, may result in the imposition of
additional civil monetary penalties by September 23, 2008.

Your PoC must contain the following:

. What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

. How you will identify other residents having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

» What measures will be put into place or what systemic changes you will make {o ensure
that the deficient practice does not recur;

. How the corrective action(s) will be momtored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place; and,

. Include dates when corrective action will be completed.

All references to federal regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations.

Based on the immediate jeopardy ¥314 -- §/S: J -- 42 CFR §483.25(c) -- Pressure Sores cited
during this survey, we are recommending to the CMS Regional Office that the following
remedies be imposed:

Denial of payment for new admissions effective as soon as notice requirements can
be met. [42 CFR §488.417(a)]

A ‘per mstance’ civil money penalty of $5000.00.
(THIS REMEDY IS GENERALLY RESERVED FOR SITUATIONS OF SERIOUS
NONCOMPLIANCE AS DESCRIBED AT §7510) (§488.430)

Please note that this notice does not constitute formal notice of imposition of alternative
remedies or termination of your provider agreement. Should the Centers for Medicare &
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Medicaid Services determine that termination or any other remedy is warranted, it will
provide you with a separate formal notification of that determination.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on February 7, 2009, if substantial compliance is not
achieved by that time.

Your facility’s noncompliance with the following:
F314 -- S/S: J -- 42 CFR §483.25(c) -- Pressure Sores

has been determined to constitute substandard quality of care as defined at 42 CFR §488.301.
Sections 1819 (g)(5)(c) and 1919 (g)(5)(c) of the Social Security Act and 42 CFR §488.325 (h)
require that the attending physician of each resident who was found to have received substandard
quality of care as well as the State board responsible for licensing the facility's administrator be
notified of the substandard quality of care. In order for us to satisfy these notification
requirements, and in accordance with 42 CFR §488.325(g), you are required fo provide the
following information to this agency within ten (10) working days of your receipt of this letter:

The name and address of the attending physician of each resident found to have received
substandard quality of care, as identified below:

Resident # 1 as identified on the enclosed Resident Identifier List.

Please note that m accordance with 42 CFR §488.325(g), your failure to provide this information
timely will result in termination of participation or imposition of additional remedies.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. You may also contest scope and severity
assessments for deficiencies, which resulted in a finding of SQC or immediate jeopardy. To be
given such an opportunity, you are required to send your written request and all required
information as directed in Informational Letter #2001-10. Informational Letter #2001-10 can
also be found on the Internet at:

http://www . healthandwelfare.idaho.gov/ Rainbow/Documents/medical/2001 10.pdf
hitp://www .healthandwelfare.idaho.gov/ Rainbow/Documents/medical/2001 10 attachl.pdf
hitp://www.healthandwelfare.adaho.gov/ Rainbow/Documents/medical/2001 10 attach2.pdf

This request must be received by September 3, 2008. If your request for informal dispute
resolution is received after September 3, 2008, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.
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STATE ACTIONS effective with the date of this letter (August 21 2008):

Due to the serious nature of the deficiencies at C789, IDAPA 16.03.02.200.03.b.v., the
Department is placing the facility on a Provisional License. Enclosed is Skilled Nursing Facility
License #19. This license is effective through February 21, 2009. The conditions of the
Provisional License are as follows:

1. Correction of the licensure deficiencies, especially C789.

2. The facility must obtain weekly consultation from a qualified professional who is not an
employee of the facility. The consuitant must provide weekly reports to this office,
indicating each deficient area has been reviewed, and corrective actions taken, and the
current status of each deficient area. The consultant can be an employee of the
corporation.

3. Before we conduct a revisit, the consultant must attest that the facility is in substantial
compliance with all requirements.

Failure to comply with the conditions of the Provisional License may result in revocation of
the facility's license. [DAPA 16.03.02.003.03.q. states:

a. Additional causes for denial of a license may include the following:
1. The applicant has violated any conditions of a Provisional License.

Please be advised that you are entitled to request an administrative review regarding the issuance
of the Provisional License. In order to be entitied to an administrative review, you must submit a
written request to the State Survey Agency within fourteen (14) days from the date upon which
you received this letter. The request must state the grounds for the facility’s contention that
Provisional License was inappropriate. Because a Provisional License may be issued whenever a
facility is in substantial compliance with but does not meet every requirement or rule, during the
review, you would be expected to demonstrate that none of the findings of deficiency were
justified.

In any administrative review, you should be prepared to demonstrate that the Department’s
findings were in error.

You should also include any documentation or additional evidence that you wish to have
reviewed as part of the administrative review. Your written request for administrative review
should be addressed to, Randy May, Deputy Administrator, Division of Medicaid, 3232 Elder
Street, PO Box 83720, Boise ID 83720-0036, Phone #: (208) 334-5747, Fax #: (208) 364-1811.
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The rules and regulations governing the conduct of an administrative review are set forth at
IDAPA 16.05.03.300. If you fail to timely request an administrative review, the Department’s
decision to impose remedies as set forth herein becomes final. Please note that issues, which are
not raised at an administrative review, may not later be raised at higher level hearings (JDAPA
16.05.03.30).

If you believe these deficiencies have been corrected, you may contact Loretta Todd, R.N. or
Lorene Kayser, L.S.W., Q.M.R.P., Supervisors, Long Term Care, Bureau of Facility Standards,
3232 Elder Street, PO Box 83720, Boise, ID 83720-0036, Phone #: (208) 334-6626, Fax #:
(208) 364-1888, with your written credible allegation of compliance. If you choose and so
indicate, the PoC may constitute your allegation of compliance.

Thank you for the courtesies extended to us during the survey. If you have any questions, please
contact us at (208) 334-6626.

Smcerely, W
LORETTA TODD, R.N.
Supervisor

Long Term Care
LT/dmj

Enclosures
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Provider #: 135020

Dear Mr. Bleymaier:

On August 7, 2008, a Complaint Investigation and State Licensure was conducted at Emmett
Rehabilitation & Healthcare, Inc. David Scott, R.N., Amanda Bain, R.N. and Kari Davies, R.D.
conducted the complaint investigation. A total of 30 hours were required to complete this complaint
investigation.

The investigation team reviewed the following documents:

o The identified resident's record as well as three additional residents' records identified with
pressure ulcers,

o the facility's Pressure Ulcer Prevention protocol,

in-services regarding skin/wound care since January 2008,

Resident Council minutes for the previous six months,

grievances for the previous six months, and

staffing records for the previous three weeks.

* o

The investigation team interviewed the following staff members:

The administrator,
Director of Nursing,

fwo owners,

Corporate Vice President,
one Registered Nurse,

.« * 9 9 9
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e two Licensed Practical Nurses,

¢ a Physical Therapy staff member,
* amaintenance worker, and

» the Dietary Manager.

The complaint allegations, findings, and conclusions are as follows:

Complaint #1D00003709

ALLEGATION #1:

The complainant stated an identified resident entered the facility with no skin breakdown. About three
months ago, the resident developed a very small pressure ulcer to the buttocks. The complainant stated
that the facility did "some treatments," however, the pressure ulcer has now become very large and the
facility did not alter skin treatments when it became apparent the wound was getting worse. The resident
has frequent complaints of pain. The complainant states other residents in the facility also have
developed skin breakdown due to neglect by the facility, but was unable to provide any additional

names. The complainant was unsure if the resident's family is aware of the pressure ulcer.

FINDINGS:

The citation at F314 is for the facility's failure to provide the services necessary to prevent the identified
resident from developing an avoidable pressure ulcer. In addition, the facility failed to accurately and
consistently evaluate the identified resident's risk for skin breakdown and, once a pressure ulcer
developed, monitor and document interventions. Weekly skin assessment records, including
measurements and descriptions of the wound and surrounding tissue, were incomplete and, at times,
inaccurate as to the condition of the right pressure ulcer. In addition, consistent documentation of
treatments, antibiotics and nursing skin checks did not occur. Timely updates to the resident's care plan
did not take place when the pressure ulcer first developed to reflect the change in condition and ordered
interventions. Lab results in the resident's record revealed the presence of Methillin resistant
staphylococcus aureus and Escherichia coli infections. The record did not document implementation of
contact precautions to prevent the spread of infection to other residents, family or staff. At the time of
the complaint investigation on August 6, 2008, the planned intervention for the wound was an
appointment scheduled for August 13, 2008, at a wound clinic.

The citation at F272 is for the facility's failure to accurately and consistently assess and document the
identified resident's skin integrity and wound. The citation at F278 is for the facility's failure to code the
identified resident's MDS correctly to indicate the presence of a pressure ulcer. The citation F280 is for
the facility's failure to revise the identified resident's care plan for a change in skin status and to include
new interventions. The citation at F385 is for the facility's failure of the physician to ensure adequate
supervision of the medical care of the identified resident's pressure ulcer. Finally, the citation at F441 is



Joseph S. Bleymaier, Administrator
August 26, 2008
Page 3 of 3

for the facility's failure to ensure infection control practices met professional standards of care.

CONCLUSIONS:
Substantiated. Federal and State deficiencies related to the allegation are cited.

Based on the findings of the complaint investigation, deficiencies were cited and included on the survey
report. No response is necessary to this complaint report, as it will be addressed in the Plan of
Correction.

If you have questions or concerns regarding our investigation, please contact us at (208) 334-6626.
Thank you for the courtesy and cooperation you and vour staff extended to us in the course of our
investigation.

_ Sincerely,
LWEI!E. 5er
LORENE KAYSER, LS.W., Q.M.R.P.

Supervisor
Long Term Care

LKX/dmj
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This Plan of Correction is prepared and
submitted as required by law. By
submitting this Plan of Correction,
Emmett Rehabilitation & Healthcare

The following deficiencies were cited during a
complaint investigation at your facility.

The surveyors conducting the survey were: does not admit that the deficiencies
_ listed on the CMS Form 2567 exist, nor
David Scoft, RN does the Facility admit to any

Amanda Bain, RN
Kari Davies, MPH, RD, LD
F 272! 483.20, 483.20(b) COMPREHENSIVE

statements, findings, facts or
F 272 conclusions that form the basis for the

ss=D | ASSESSMENTS alleged deficiencies. The Facility

: reserves the right to challenge in legal
The facility must conduct initially and periodically proceedings, all deficiencies,
a comprehensive, accurate, standardized statements, findings, facts and
reprqdumble ass‘essment of each resident's conclusions that form the basis for the
functional capacity. -

deficiency.

A facility must make a comprehensive
assessment of a resident's needs, using the RAI F272
specified by the State. The assessment must
include at Jeast the following: ' 1. Resident #1 has been thoroughly re-
identification and demographic information; assessed. The Skin at Risk (Braden

Customary routine;

Cognitive pattems: Scale) form has been reviewed and up-

Communication: ‘ dated. A head to toe skin assessment
Vision: has been done on a weekly basis to
Mood and pehavior p'atterns; identify any new issues as well as moni-
Psychosocial well-being; ter progress of any previous issues.
ggziggzggjer:ctxon:ng and structural problems;™ Weekly measurfements have been doc-
Disease diagnosis and health conditions; umented for this wound. The careplan
Dental and nutritionatl status: has been reviewed and revised to reflect
Skin conditions; risk factors, goals and interventions.
Acti\{ity pursuit; The attending physician, as well as the
Medications; physician and staff at the Center for

-+|-Special treatments and procedures; . ) s
Discharge potential; Wound Healing at 5t. Luke’s Meridian

Documentation of summary information regarding have also assessed her and contributed
the additional assessment performed through the to the current treatment for her wound.
.

i /;" UPPLIER REPRESENTATIVE'S SIGNATURE TITLE
£/

N At s s7RA 7 B2 7 /6 /o8

Any deficiency staten®nt ending Wt t?/ast;arisk (*) denotes a deficiency RIdEHE HEjulpnEmdi)be excused from correcting providing it is adterminkd that

LABORATORY DIRECTOR'S OR B

other safeguards provide sufficient profection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether o not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availabie to the facility. 1 ieﬂcf?s mm. an approved plan of correction is requisite to continued

program participation.
‘ FACILITY STANDARDS

FORM CMS-2567(02-95) Previous Verslons Obsolete © Event ID: 1AN411 Facility ID; MDS001200 I continuation shest Page 1 of 35
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resident assessment protocols; and
Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by: ‘

Based on record review and staff interviews, it
was determined the facility failed to accurately
assess and document skin care issues related to
pressure ulcer development and monitoring. This
was true for 1 of 4 (#1) sampled residents and
had the potential to affect any resident with actual
or potential skin impairment. The findings include:

Resident #1 was admitted to the facility on
10/1/05 with diagnoses including multiple
sclerosis, depressive disorder and kidney
calculus.

A Weekly Skin Check form for April 2008
included an entry dated 4/2/08, which stated, "No
new skin issues at this time,"An entry for 4/9/08
stated, "Open area noted to gluteal fold on R
[right]. Cream applied." An entry for 4/16/08
stated, "Cont[inue] to have sm [small] open area
on R Glut[eal] fold. Protective cream applied. Wil
contlinue] to monitor.” No measurements or other
entries were made for April 2008.

A Weekly Skin Check form for May 2008 had
entries for 5/4, 5/15, and 5/21. The entry for 5/4
stated, "Peri area. Cocyx (sic) cracked, cream
applied." The entry for 5/15 stated, "No new
issues, peri area better." No mention was made
of the open area to the gluteal fold. The entry for
5/21 stated, "No new issues noted." Again, no
mention was made of the open area to the gluteal
fold. No entry was made for the last week in May.

F 272 {Continued from page 1}

2. All residents in the facility could be
affected by the deficient practice. All
current residents have been assessed
for skin concerns. Al Skin at Risk
{Braden Scale) forms have been
reviewed and revised as needed. A
weekly head to toe skin assessment has
been assigned to specific nurses for
completion. Other residents noted to
have pressure areas have had weekly
wound measurements recorded. Care-
plans for each resident have been
reviewed to ensure that risk factors,
goals, and interventions refated to
prevention of pressure sores are
accurate.

3, Licensed Nurses have been instructed
in the use of the weekly skin assessment
form and the Braden Scale. Nurses have
been involved in auditing the Braden
Scales and careplans to ensure that risk
factors are addressed and interventions
are appropriate. CNA staff have been
inserviced related to observing and
reporting skin concerns to their nurse.
CNA staff have been involved in auditing
their own documentation and
communication related to skin concerns.
Facility nurses will be assigned to do
weekly skin assessments on an on-going
basis. '

FORM CMS-2667(02-99) Previous Versions Obsolete Event [D: 1AN411
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A Weekly Skin Check form for June 2008 had
entries for 6/6, 6/11, 6/20, and 6/24/08. The entry 4. Weekly skin assessments have been
for 6/5/08 stated, "R buttock fold open area, assigned to specific nurses. Compliance
cltianse]a(q. Skin is ptetehl!ngi.on L‘Ezfg Butzotck. No with completion of skin assessments is
other skin issues at this time. Will cont to . .
monitor." The entry for 6/11 stated, "R buttock being .m""g‘"'ed&‘f the DON, Corp. RN,
open area. Cleansed and new drsg [dressing] or assigned RN. This program is now a
applied.” The entry for 6/20 stated, "No new skin facility practice. Nurses who do not
issues to report.” The entry for 6/24/08 stated, comply with assessment expectations
“Reslident] has an open red area on L buttock will be subject to the progressive
fold area, cleansed well. Will cont to monitor." discioli ;
: plinary process. One licensed nurse
The notation of an open area on the Left buttock i . ;
appeared fo be in error as the only other has been' terninn_atfed, foilowﬁn & muilt;pij
documented open area was to the Right gluteal progressive disciplinary sessions relate
fold. to documentation concerns, as well as
the lack of willingness to communicate
The lack of complete documentation of skin concerns related to changes in resident
checks and consistent wound monitoring was tatus to appropriate facility personnel.
brought {o the facility's attention on 8/6/08 at Is-iert:ack Ofpfg" oF:»v through c\;itributed
11:40 AM. No further information or . & N f
documentation was provided. tolthe progression and deterioration o
F 278 | 483.20(g) - (j) RESIDENT ASSESSMENT F 2781 this wound. Weekly measurements of
$8=D pressures sores will be completed and
The assessment must accurately reflect the documented by the DON or designee.
resident's status. Monthly reports will be presented to the
A registered nurse must conduct or coordinate Quality Assurance {QA) Committes by
each assessment with the appropriate the DON.
participation of heaith professionals.
5. Completion date: 9/05/08.
A registered nurse must sign and certify that the
assessment is completed. 278
Each individual who completes a portion of the ) , d originated
assessment must sign and certify the accuracy of 1. Resident #1's wound originated as an
that portion of the assessment. abrasion caused by the mechanical lift
siing. It was coded as an abrasion.
Upder Medicare and Medicaid, an individual who Resident #1 has been reassessed by the
willfully and knowingly certifies a material and MDS Coordinator, the DON and the IDT.

FORM CMS-2567(02-99) Previous Versiohs Obsolete

Event [D:1AN411
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false statement in a resident assessment is
subject to a civil money penaity of not more than
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to certify a material and false statementin a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Ciinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

Based on record review and siaff interviews, it
was determined that 1 of 4 sampled residents
had an incorrectly coded MDS assessment for
pressure ulcers. This had the potential to affect all
residents either admitted with, or who later
developed a pressure ulcer. The findings include;

Resident #1 was admitted fo the facility on
10/1/05 with diagnoses including multiple

sclerosis, depressive disorder and kidney

calcuius,

Resident #1's record documented the
development of a pressure ulcer fo the right
giuteal fold beginning on 4/13/08. The pressure
ulcer deteriorated to a stage IV by the time of the
survey on 8/6/08.

Resident #1's annual MDS assessment, dated
6/10/08, documented that the resident had
bruises or abrasions but did not have any
pressure ulcers.

The inaccurately coded MDS assessment was

X4 ID SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
" F 278 Continued From page 3 Forg F278 {Continued from page 3)

Her MDS has been coded to accurately
reflect her current status.

2. All residents with skin concerns could
be affected by the deficient practice.
Based upon findings from weekly skin
assessments, the MDS Coordinator has
reviewed and revised atl MDSs to ensure
that current wounds are coded
appropriately.

3. The facility MDS Coordinator will be
completing the AANAC on-line MDS
Certification Course. This will enable her
to have access to current Q and A's from
a nationally accredited organization, as
well as have the support of peers in the
RAI Assessrment arena for unusual
coding questions/answers. The DON
and MDS Coordinator will review the
Weekly Skin Assessment forms to
ensure that any new areas of concern
are identified and coded per the RAI
manual. All existing wounds will be
monitored to ensure that changes in
wound status are reflecied on MDS
Assessments, as needed.

4. MDS coding will be monitored
monthly through the QA Committee.
The Quality Indicator reports, as well as
the monthiy skin/wound reports will be

FORM CMS-2567(02-09) Previous Versions Obsolete Event [D: 1AN411
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SS8=D

CARE PLANS

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in pianning care and treatrent or
changes in care and freatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, it
was determined the facility failed to review and
update care plans for new pressure ulcer
development and skin freatments. This was true
for 1 of 4 sampled residents (#1) and had the
potential to affect all residents with a change in
skin integrity or treatments. The findings include:

Resident #1 was admitted to the facility on
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brought to the facility's attention on 8/7/08 at
11:30 am. No further information or reviewed to determine if coding errors
documentation was provided. have been made. Errors noted will be
F 280 483.20(d)(3), 483.10(k}(2) COMPREHENSIVE 280

re-evaluated using the RAl manual and
support network to determine
appropriate coding strategies.

5. Completion date: 9/5/08.
F 280

Of note, upon change of ownership of
the facitity in October of 2007, the
computerized careplans for each
resident were re-entered into the
database. Dates for specific
intervention updates were not
individually keyed in, but rather folded
into the baseline careplan for each
resident. The 2567 indicates that the
careplan was not updated since 2005.
This is not an accurate statement.

1. The careplan for Resident #1 has been
reviewed and revised to reflect her
current status.

2. All residents could be affected by the
deficient practice. Careplan updates
from here forward will have dated
revision input to reflect ongoing changes
to the working careplan. Specific
careplan changes refated to Pressure
Sores and/or preventative measures
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10/1/05 with diagnoses including multiple
sclerosis [MS], depressive disorder and kidney
calculus,

Resident #1's initial care plan for "Skin Integrity
Impaired”, dated 10/14/085, listed the problem of,
"Rash, fragile coccyx, increase tone feet, ankles
with pot{ential] for breakdown.” The listed goal
was, "Skin will be intact”, and the listed
approaches were:

¥ "Treatment per physician's order,

* Spenco overlay,

* Turn and reposition per policy,

* Skin checks per facility policy,

* Encourage resident o comply with cares,
hydration and nutrition,

* Examine skin with cares. Notify LN of any
red/open areas.”

A Care Plan Update, dated 10/14/05,
documented the problem of, "Potential for injury,
infection, skin breakdown r/t [related to] Dx
[diagnosis] MS, UTI [urinary tract infection],
immobility, and resistance to cares.” The listed
approach was, "Place ducderm aver areas Q wk
[every week] and PRN [as needed], turning
schedule Q 2 hours {every 2 hours} and PRN,
encourage resident to comply with cares and
hydration/nutrition.”

A Weekly Skin Check form, dated 4/9/08, stated,
"Open area noted to gluteal fold on R[ight].
Cream applied."

A Physician's Order was received on 4/12/08 to,
“Apply EPC cream fo R gluteal fold. CNA may
apply, LN to asses Q day."

The care plan for Resident #1 was not updated in

have been reviewed and revised to
reflect current status for ail residents.

3. The Licensed Nurses and the IDT have
been inserviced about the importance of
updating careplans when resident needs
change or new orders are received. The
Medical Records department manager,
the MDS Coordinator and the IDT have
been inserviced about updating
careplans to reflect the ongoing efforts
of the facility to evaluate careplan
effectiveness and reflect the revisions
made. The DT reviews and revises
careplans on a Quarterly basis.
Careplans entered into the
computerized database will reflect the
dates that new interventions were
added to the careplan. Temporary
interventions (such as wound
treatments or short interval monitoring)
will not be incorporated into the
comprehensive careplan, but rather
rmaintained on the Temporary Careplan
sheet in front of the comprehensive
careplan, During the quarterly careplan
review, any temporary issue that has not
been resolved will be reviewed for
consideration of addition to the
comprehensive plan of care. This
process is the responsibility of the MDS
Coordinator and the assigned nurse who
prepares the monthly updates for MAR
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change in skin integrity or the new interventions.
A ohvic 4 : dated 7/1/08. directed staff (Medication Administration Accord}/TAR
physician's order, date , GiFecied sta Treatment Administration Accord) and
to, "Culturefswab wound to [right lower] buttock E‘iow sheets ' )
crease” and report the results of that laboratory ’
test to the physician. That order was confirmed in ) )
an Interdisciplinary Progress Note (IDT Note) on 4. Careplans will be monitored by the
7/1/08 that read, "Received telephone call from IDT. Reports related to compliance with
[physician] rega{diﬂg well being of resident._ This Careplan updates will be presented by
nurse.reported fundmg§ from this AM [morning] the MDS Coordinator to the QA
dressing [change)] to [right] buttock. N.O. [New c ttee on a monthly basis for the
order] received for wound swab of area fo be sent ommy i
for culture.” next 3 months, then Guarterly.
A Care Plan Update, dated 7/1/08, identified the 5. Completion date: 9/5/08.
following Problem: "Reslident} has an area to her
[right] buttock crease. Possible infection.
Approx[innately] 2.5 cm [centimeters] circular in
the center of a known denuded area." The
identified Goal documented, "Treat any
underlying infection identified from wound swab."
The Care Plan Update documented the following
Approach: "1. Obtain wound swab as [ordered] 2.
Review results [with physician] when available 3.
Monitor for pain 4. Monitor for s/s [signs and
symptoms] of infection, fever, efc. 5. Reassure
resident as necessary.”
A physician's order, dated 7/11/08, documented,
"Wound care: Rx [Prescription] per wound
protocol ldodosorb: to center area [and] cover
with COPA hydrophilic foam dressing. [Change]
dressing [every] 2-3 days and PRN. Apply [with]
small amount gauze."
A Care Plan Update for Resident #1, dated
7/11/08, documented the foliowing Problem:
"Wound to [right] buttock crease. Change to
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dressing. Per facility protocol.” The identified Goal
documented, "Hea! area to butfock. Reduce the
risk of any further breakdown. Maintain skin
integrity." The Care Plan Update documented the
following Approaches: "1. Apply dressing as
profocol. Measure {every] week. 2. Monitor and
-record dressing [every] day and PRN. 3. [Change]
dressing [every] 2-3 days and PRN. 4. Assess for
pain [every] shift and PRN. 5. Skin [checks every]
week and PRN."

The facility's Pressure Ulcer Prevention protocol
states, "Periodic evaluation of the careplan and

effectiveness of interventions will be completed.
Revisions will be made as indicated.”

The facility was made aware of the lack of prompt
evaluation and revision of Resident #1's care plan
on 8/6/08 at 11:20 am. No further information or
documentation was provided.

Resident #1's initial care plan for skin integrity,
dated 10/14/05, was not updated until ¥/1/08
despite documentation identifying a change in
skin condition and new freatments starting on
4/9/08.

F 314 | 483.25(c) PRESSURE SORES

$8=J
Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

F 280

F 314 F314

1. Resident #1 has been thoroughly
assessed. The Skin at Risk Assessment
has been updated. She has had a head
to toe skin check completed on a weekly
basis. Her wound has been assessed by
her physician, as well as the physicians
and staff at the Center for Wound
Healing at the Meridian $t. Luke’s
Regional Medical Center. Weekly
wound measurements have been
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This REQUIREMENT is not met as evidenced
by:

Based on observations, inferviews, record review,
and a complaint from the general public, it was
determined the facility failed to prevent, treat, and
monitor pressure ulcers for one of four [#1]
sampled residents. This resulted in serious injury
which constituted an Immediate Jeopardy to
Resident #1, who developed a preventable stage
IV pressure ulcer. The failure of the facility to
appropriately assess, treat, and monitor skin care
issues had the potential o affect ail residents
with, or at risk for, pressure ulcers.

This situation was brought to the attention of the
facility on 8/7/08 at 1:15 pm, at which time the
facility was provided with specific details of the
failure to prevent a pressure ulcer.

The facility provided an acceptable plan of
correction to the surveyors on 8/7/08 at 2:20 pm,
at which time the Immediate Jeopardy was
abated. The plan of correction is as follows:

1. Resident #1's Physician came into the building
on 8/7/08 to examine and debride the right
buttock wound. The facility's staff would send the
physician weekly measurements and wound
assessments.

2. An appointment at a wound clinic was
scheduled for August 13.

3. New dressing change ordered.

4. Resident #1 was placed in contact isolation.
5. A new air bed and pressure relief cushion
were ordered for Resident #1.

Resident #1 was admitted to the facility on
10/1/05 with diagnoses including multiple
sclerosis, depressive disorder, and calculus of the
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recorded by licensed nurses. Daily
wound observation has been
documented and a weekly wound
progress report has been forwarded to
the attending physician. Medastat
delivered a new air bed and air cushion
for her wheel chair. Staff were
inserviced on the appropriate use of this
equipment. The Medastat
representative personally checked the
pressure gauges on her bed on two
separate occasions since survey.
Pressure readings for this bed are being
monitored by the licensed nurses on a
daily basis. The Registered Dietician has
‘reviewed the resident’s plan of care and
has made appropriate
recommendations. The resident will be
reviewed weekly in the Nutrition at Risk
Committee meeting. The Consultant
Pharmacist completed a review of the
resident’s chart. Recommendations
have been forwarded to her physician.
Licensed staff and CNA staff working
with Resident #1 have participated in a
review and revision of her careplan.
Resident went to the Wound Clinic on
August 26" and now has a wound vac in
place. The respresentative from KCi
{rental company for wound vac) visited
facility and provided training related to
use of the wound vac equipment by
staff. The representative from Smith
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‘A Weekly Pressure Ulcer Condition Report, with

kidney.

Resident #1's admission MDS, dated 10/7/05,
coded a stage il pressure ulcer.

A Skin Integrity Impairment form for Resident #1,
dated 10/1/05, identified the problem of "Skin
integrity impaired... Sacrum breakdown, stage 3
noted on admit.” The fisted interventions included:
*Air mattress,

*Pressure reduction cushion to bedside chair
and/or wheelchair/geri chalr,

*Follow in wound team rounds, ensure pain
management program is effective,

*Use turn sheet for repositioning,

*Daily skin inspection during cares. Notify LN of
skin integrity impairments,

*Weekly ficensed nurse skin assessment, and
"Weekly check for "bottoming out” in wic
[wheelchair] and/or bed.

dated entries of 10/2/05 and 10/9/05, documented
Resident #1's sacral wound. The entry for 10/2/05
stated the wound was a stage lil with a distinct
outline, absence of necrotic tissue, a scant
amount of serosanguineous exudate, and

minimal edema of the surrounding tissues. The
treatment was "DuoDerm placed for protection.”
The entry for 10/9/05 stated the wound was "now
closed" and the DuoDerm was discontinued.

Resident #1's initial care plan, dated 10/14/05,
listed the problem of "Skin integrity impaired.” The
approaches listed were;

*Turn and reposition per policy,

*Skin checks per facility policy,

*Examine skin with cares. Notify LN of any
red/open areas, '
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and Nephew visited the facility and
provided 1:1 inservice training for the
(now former) BON, The COTA and
Physical Therapist reviewed the seating
system for Resident #1 with the
representative from Medastat to ensure
appropriate pressure relief, and that
position needs were met. (Resident is
currently on bed rest and uses wheel
chair only for transport to
appointments. She will be re-evaluated
once the wound is healed and resident is
allowed to resume wheel chair seating.)

2. All residents could be affected by the
deficient practices noted in this survey.
The skin/wound program has been
reviewed with all licensed staff as well
as CNAs. Licensed staff and CNAs have
been involved in auditing charts to
identify documentation concerns (this
has been done to educate staff about
how they may have contributed to the
breakdown in this system). All Resident
Skin at Risk Assessments have been
reviewed. Careplans have been
reviewed and/or revised to ensure that
all risk factors, goals and interventions
related to pressure ulcer prevention and
treatment are accurate. Al LNs have
been assigned specific residents for
weekly skin checks. Results of weekly
skin checks are being reviewed by the
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A care plan update, dated 10/14/06 clarified,
"Place DuoDerm over areas Q wk and PRN ,
[every week and as needed], turning schedule Q2
hours and PRN, encourage resident to comply
with cares and hydration/nutrition."

The initial care plan, dated 10/14/05, was not
updated to include changes in skin integrity until
07/01/08.

The initial Pressure Ulcer Risk Assessment Tool -
for Resident #1, dated 1/5/08, scored the resident
at a high risk for skin breakdown due to: history of
healed pressure uicer, pain, H/O MS [history of
multiple sclerosisk.

The Pressure Ulcer Risk Assessments, dated
2/9/07 and 3/17/08, scored the resident as a low
risk for skin breakdown despite having a history
of pressure uicers, being bed and chair bound,
totally reliant on staff for ADL's and repositioning,
indwelling catheter, and previously been scored
as a high risk on the same assessment tool.

A Weekly Skin Check form for February 2008 had
entries for 2/3, 2/9, 2/17, and 2/23/08. Each entry
stated the resident's skin integrity was intact and
there were no new skin issues.

A Weekiy Skin Check form for April 2008
included an entry dated 4/2/08, which stated, "No
new skin jssues at this time."An entry for 4/9/08
stated, "Open area noted to gluteal fold on R
[right]. Cream applied.” An entry for 4/16/08
stated, "Cont to have sm [small] open areaon R
Glutfeal] fold. Protective cream applied. Will
cont{inue] fo monitor." No measurements or other
entries were made for April 2008.

DON and Corporate Nurse Consultant.
Education related to accuracy of
assessments, and implementation of the
full wound care program is being done
on an individual basis, as needed. {This
education includes assessment of skin
issues, notification of physician,
implementation of wound care protocol,
setting up appropriate documentation
cues for staff, notification of dietary and
therapy departments, updating
careplans, follow up assessment and
documentation.) CNA documentation is
being reviewed as well. Specific staff
requiring more education have been
identified and education is ongoing.
Wound measurements are maintained
on a weekly basis. Wound progress.
reports are being sent to the attending;
physicians for resident affected. A
facility wide audit of seating systems,
beds/mattresses, shoes, as well as
other preventative measures has been
completed. Results of audit have been
shared with appropriate personnel and
corrective actions have been
implemented to resolve findings.

3. Systemic changes implemented to
ensure that this deficiency does not
continue to occur include:

¢ licensed Nurse and CNA inservices
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A Pocumentation Record Comments form, dated
4/13/08, stated, "After shower LN did a skin check
on resident and we found her bottom was open
and slightly bleeding.”

A physician's order was received on 4/12/08 to
“"Apply EPC cream to R gluteal fold. CNA may
apply, LN to assess Q [every] day." The MAR
revealed no documentation that the cream was
applied on 4/3, 5, 10, 16, or 23. in addition, no
documentation was found to indicate the LN did
daily wound assessment on 4/18, 17, 18, 19, and
22 through the end of the month.

The Aprit 2008 care plan for Resident #1 was not
updated to refiect the new skin issues or the
interventions to be implemented,

A Weekly Skin Check form for May 2008 had
entries for 5/4, 5/15, and 5/21. The entry for 5/4
stated, "Peri area. Cocyx [sic] cracked, cream
applied.” The entry for 5/15 stated, "No new
issues, peri area better." No mention was made

of the open area o the gluteal fold. The entry for |

5/21 stated, "No new issues noted," Again, no
mention was made of the open area to the gluteal
fold, No entry was made for the last week in May.

The May 2008 MAR revealed no documnentation
that the EPC cream was applied to the gluteal
fold on 6/3, 5, 10, 16, or 23/08. in addition, there
was no documentation that an LN had assessed
the wound daily for the entire month.

Nursing Notes and Interdisciplinary Care Notes
were reviewed for May 2008. The record
contained no documentation of the status of the
open area to the right gluteal fold, measurements,

F 314 (Continued from page 11)

related to Pressure Ulcer Prevention and

Treatment.

* Review of Smith and Nephew skin
and wound care protocols and
licensed and CNA staff. Review of
wound care protocols with licensed
and CNA staff. Review of wound care
protocot implementation and follow
up education on 1:1 basis as needed.

s Specific weekly skin check
assignments with DON/Consultant
maonitering.

¢ Creation of wound care packet
{includes all forms and procedures to
follow whien a wound is discovered)
and inservicing of staff in use of
packet.

¢ Implementation of weekly wound
progress report to physician.

e Restorative staff will maintain an
inventory log and tracking system for
seating products and bed, as well as
compiling the Manufacturer
recommendations for use of each

- type of product.

* Notification of Dietary & Therapy for
all skin concerns.

+ Careplan update system has been
revised to better reveal facility efforts
in revision of careplans.

s All departinent managers will be
required to review the 24 hour report
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or condition of surrounding tissue.
and sign off indicating that they are
The May 2008 care plan was not updated to aware of concerns, It is expected
reflect any new skin issues or interventions, that they will take appropriate action,
A Condition Change Form, dated 6/6/08, stated, as needed.
"Small open area less than 1 cm in diameter in . .
the fold under R buttock.” 4, Audits of weekly skin checks and
appropriate wound care protocol
A Weekly Skin Check form for June 2008 had implementation will be completed by
?{;tg‘?éé%" b;" 5{;33" 1”; gf) 2& i”fd g’z‘g Ofé I:ae entry DON/designee and Corporate Nurse
stated, ck fold ope , . -
cleansed. Skin is peeling on Left] Buttock. No F:onsiultant. Au_gi:)‘)f phys;man h
other skin issues at this time. Will cont to involvement wit be completed by the
monitor.” The entry for 6/11 stated, "R buttock RN Supervisor. Audit of physician visits
open area, Cleansed and new drsg applied.” The will be completed by the Medical
entry for 6/20 stated, "No new skin issues to Records manager. Audit of appropriate
opor The ey forS2¢ s, Resfaennas,| | nfectin contrl program
en red are , . - .
well. Will cont to monitor." The notation an open 1mp!emen‘tatton will be completed by
area on the Left buttock appeared to be in error the Infection Control Nurse. The
as the only other documented open area was to IDT/MDS Coordinator will monitor
the Right gluteai fold. careplan updates and notification/
The June 2008 MAR od 10 d ot involvement of all departments, as
e June revealed no documentation :
4 needed. The seatin 1
that the EPC cream was applied to the gluteal . n& f;ys e anFé
fold on 6/1, 7, 8. 10, 13, 21, 22, 23, 27. or 30/08. mattress inventory will be monitored by
In addition, there was no documentation that an the Restorative and Therapy _
LN had assessed the wound daily for the entire departments. The MDS Coordinator will
month, ' monitor for changes in skin care status,
- ont Herly MDS ¢ dated and ensure that MDS is coded according
e resident's quarterly assessment, date to RAI L ifi ;
3/16/08, coded the resident as being totally bo ma.mua d tSpr;flc;;; d;tsﬁt: a\.’:'h
dependent on staff for bed mobllity, transfers, and een assigned to stati, All staft wi
ADL's and documented no skin breakdown. auditing responsibilities wilt provide a
written summary to the Administrator
The most recent annual MDS, dated 6/10/08, for inclusion in the monthly QA
identified Resident #1 as having abrasions or Committee. The Administrator and DON
bruises but no pressure uicers. The resident will ensure that appropriate audits are
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coded as being totally dependent on staff for bed
mobility, transfers and ADL's. completed. Specific audits and
reporting will continue monthly for 3
The June 2008 care plan was not updated from months, then Quarterly.

the initial 2005 care plan to reflect any new skin
Issues or inferventions. 5. Completion date: 9/5/08.
A Daily Monitoring Pressure/Non-Pressure Ulcers
form was started on 6/27/08. The entry for
6/27/08 stated the pressure ulcer was "new”. A
measurement was taken of the gluteal wound on
6/27/08 and listed the dimensions as 1.2 cm long
X 3 cm wide. This was the first measurement
documented since the pressure ulcer was first
recorded on 4/09/08. A box for "full thickness”
was checked. The color was described, by a
check mark, as red and epithelialized with a smali
amount of blood tinged exudate, and an odor.
The box next to "freatment changed” was
checked but the treatment was not listed. A
second entry was made on the form for 6/27/08,
listing a2 wound to the coccyx as 3 cm, partial
thickness, with a red, epithelialized color, no
exudate and no odor,

A Nutrition Assessmeni form, dated 6/30/08, was
filled out for Resident #1. The current diet order
listed was regular with no nutritional supplements.
The Registered Dietitian's Recommendations
stated, "No sig[nificant] changes, NT {nutrition]
stable, PO {food intake by mouth] good... Sm
[small] open area noted to R buttock, RD to
follow, no need for dietary changes at this time."

A physician's order, dated 7/1/08, directed staff
to, "Culture/swab wound to fright lower] buttock
crease" and report the resuits of that laboratory
test to the physician. That order was confirmed in
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an Interdisciplinary Progress Note (IDT Note) on
7/1/08 that read, "Received telephone call from
[physician] regarding well being of resident. This
nurse reported findings from this AM [morning]
dressing [change] to [right] buttock. N.O. [New
order] received for wound swab of area to be sent
for culture.”

A Care Plan Update, dated 7/1/08, identified the
following Problem: "Reslident] has an area fo her
[right]} buttock crease. Possibile infection,
Approxfimately] 2.5 cm [centimeters] circular in
the center of a known denuded area.”" The
identified Goal documented, "Treat any
underlying infection identified from wound swab."
The Care Plan Update documented the following
Approach: "1, Obtain wound swab as [ordered] 2.
Review results [with physician] when available 3.
Monitor for pain 4. Monitor for s/s [signs and
symptoms] of infection, fever, etc. 5. Reassure
resident as necessary.”

A local hospital lab report of the resident's culture
swab documented the wound tested positive for
Methicillin Resistant Staph Aureus [MRSA] and
Enterococcus faecalis bacteria on 7/7/08.

The Centers for Disease Control (CDC),
recommended the following "patient placement"
for residents in hospitals and long-term care
facilities: "When single-patient rooms are
available, assign priority for these rooms to
patients {with] known or suspected MRSA
colonization or infection. Give highest priority to
those patients who have conditions that may
facilitate transmission, e.g., uncontained
secretions or excretions. When single-patient
rooms are not available, cohort patients with the
same MRSA in the same room or patient-care
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area. When cohotting patients with the same
MRSA is not possible, place MRSA patients in
rooms with patients who are at low risk for
acquisition of MRSA and associated adverse
outcomes from infection and are likely to have
short lengths of stay. In general, in all types of
healthcare facilities it is best o place patients
requiring Contact Precautions in a single patient
room." (Information about MRSA for Healthcare
Personnel - CDGC Infection Control in Healthcare,
hitp://fwww.cde.govincided/dhqpfar_mrsa_healthc
arefS.html.) :

A physician's order dated 7/8/08 directed the
facility to administer "TMP/SMX PO BID X 10
days [antibiotic by mouth twice daily for days] for
"buttocks cellulitis." That order was confirmed by
an 10T Note, dated 7/9/08.

A review of Resident #1's MAR, dated 7/9/08,
revealed the antibiotic was administered BID for
seven days from 7/9/08-7/15/08, once daily for
7/16/08 and 7/17/08, and was not administered
on 7/18/08. In fotal, the MAR documented the
resident missed four doses of the antibiotic
ordered to treat MRSA.

A physician's order, dated 7/11/08, documented,
"Wound care: Rx [Prescription] per wound
protocol Idodosorb (sic: lodosorb): to center area
[and] cover with COPA hydrophilic foam dressing.
[Change] dressing [every] 2-3 days and PRN.
Apply fwith] small amount gauze."

A Care Plan Update for Resident #1, dated
7/11/08, documented the following Problem:
"Wound to [right] buttock crease. Change to
dressing. Per facility protocol.” The identified Goal
documented, "Heal area to buttock. Reduce the
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risk of any further breakdown. Maintain skin .
integrity." The Care Plan Update documented the
following Approaches: "1. Apply dressing as
protocol. Measure [every] week. 2. Monitor and
record dressing [every] day and PRN. 3. [Change]
dressing [every] 2-3 days and PRN. 4. Assess for
pain [every] shift and PRN. 5. Skin [checks every}
week and PRN."

A July 2008 Daily Monitoring/Pressure Ulcers
record for Resident #1 documented the dressing
was changed according to the physician's order
and Care Plan Update on 7/14, 7/17, and 7/28.
However, the record indicated the resident’s
dressing was not changed as ordered and care
planned on 7/20, 7/23, or 7/28.

A Resident Weekly Skin Check Sheet for
Resident #1 documented that skin checks were
conducted on 7/8, 7/11, 7/14, and 7/21. The
following handwritten notes were documented on
the weekly skin checks:

*7/8/08 - "Peri[neal] area very red. Open wound

on [right] buttock fold. Bandage came off during
shower. it needs to be replaced. Will continue to
monitor."

*7/11/08 - "Wound present to [right] gluteal fold
also yeast, redness appears in groin [and] on
thighs. New Tx's [treatments] started today for
both areas.”

* 7114108 - "Dressing to [right] gluteal changed.
The area has deteriorated. Will contlinue] to
monitor. Also recorded on Daily Pressure Ulcer
Sheet. Will contfinue] to monitor."

*7/21/08 - "No new skin issues at this time.
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-August 2008 recapitulated physician orders for
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Resfident] cont[inues] to have dressing to [right]
gluteal pressure ulcer, No drainage noted. Will
conffinue] to monitor."

* 7/28/08 - "Dressing to pressure ulcer changed.
The wound has deteriorated since | saw # last. No
new skin issues at this time."

Resident #1 documented the EPC cream and
Allevyn adhesive dressing were discontinued on
7/5/08 and 7/11/08 respectively. The orders
included the following handwritten directive, dated
7/11/08: "Cleanse wound to [right] gluteal fold
[with] wound cleanser or N/S [normal safine]. Pat
off old idodosorb [with] gauze (illegible) wound
bed silightly] moist. Apply Idodosorb fo gauze cut
smaller than hydrophilic foam. Place gauze on
wound bed. Cover [with] foarm. Use skin
preplaration} on edges. Wait till dry. Tape in
place. [Change every] 2-3 days [and] PRN."

Resident #1's August MAR did not document the
wound had been cleansed or dressing changed
from 8/1/08 - 8/7/08. No other documeniation was
provided by the facility that indicated the wound
had been cleansed or the dressing changed from
8/1/08 through the complaint investigation of
8/6-8/7/08.

A diagram dafed 8/1/08 and provided to
surveyors at the time of investigation included a
hand drawn representation of the resident's right
gluteal fold pressure ulcer. The diagram included
a handwritten note that read, "3 cm circular open
area wound is necrotic.” The word "necrotic” was
underlined. Under "details," was a handwritten
note that documented, "The area {o her
buttock/this was noted on 7/5/08 at that time the

F314
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area consisted mostly of denuded skin; however,

the wound has declined and now as shown
above, Referral to wound clinic requested.” A
second diagram of the wound, also dated 8/1/08,
described the wound as "3 em circular [and] 1.5
[centimeters] at deepest point.”" The second
diagram also included the handwritten word
"necrotic” with a drawn arrow pointing to a large
area of the depicted wound.

An IDT Note, dated 8/1/08, documented,
"IResident #1's] wound has declined since this
nurse last saw it. (Approx{imately] 2 weeks ago).
The wound is 3 cm circular, with 2 1 cm denuded
area, At its deepest the wound [is] 1.5 cm deep.

This accounts for approx 1/4 of the wound area ...

The other 3/4 of the wound is approx 1 cm deep,
all of the inner aspect of the wound appears
'necrotic.' This nurse advises that this {resident]
would be best served with a wound clinic
appoiniment.”

Resident #1 received a referral on 8/1/081fo a
local wound clinic, which was also faxed {o the
clinic on 8/1/08, according to a FAX coversheet
provided by the facility. A return FAX from the
wound clinic to the facility, dated 8/4/08, directed
the facllity to, "Please call to sched[ule] {an] appt
[appointment].”

On 8/06/08, at 11:00 am, the resident's right
gluteal pressure ulcer was observed by the
surveyor and an LN. The intact dressing was
totally covered with brown, dry drainage. The
dressing was not dated. The LN indicated there
was a foul odor when the dressing was removed.
The LN staged the wound as a Stage IV due fo
eschar. The entire width of the wound was
measured by the LN as 8.3 cm, with 4.0 cm
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covered with eschar, and the length as 5.4 cm.
The quarter sized indentation in the center of the
eschar was measured as 0.5 cm deep. The area
surrounding the wound was not red or
edematous. The resident did not complain of pain
during the dressing change.

Immediately after the dressing change, the LN
was interviewed. She stated she works on both
sides of the building and everytime she has been
gone or has worked on the opposite hall and
came back to work with the resident the wound
was bigger. The resident has had the wound for
"many months" stated the LN.

A Physician Telephone Order, dated 8/6/08,
directed staff to apply, "Wet to dry dressing BID to
coccyx area, [Physician] o be here in am
[morning] to debride area.”

An [DT Note, dated 8/6/08, documented,
"[Physician] will visit in the am to debride coccyx
area. Continue to monitor for pain.”

An |DT Note, dated 8/7/08, and signed by the
resident's physician, documented, "Major concern
is MRSA [and right] buttock wound for which she
is on her 2nd course of TMP/SMX. Skin: 10 cm X
{by] 10 cm Grade Il ulcer over [right] buttock fwith]
tunneling 4 cm deep X 3 cm wide fanning out ...
Necrotic tissue that we tried to remove today after
irrigation with NSS [normal saline solution)]. Grade
1 ulcer inferfior] medial to above wound. Culture
[positive] for E.Coli [Escherichia coli] and MRSA
dated 7/2/8. Wound debrided partially and
tunneling area filled ... [Right] buttock Grade il
ulcer/multistage ulcer with [positive] MRSA and
[positive] E.Coli. Wound care clinic referral for
8/13/08."

F 314
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On 8/6/08, at 1:25 p.m., and on 8/7/08 at 11:32
a.m., the resident's pressure relief mattress was
inspected by surveyors. The pressure relief
mattress was set for a resident weighing between
200 and 250-potinds during both observations.
According to the facility's weight monitoring
records, Resident #1 weighed approximately 169
pounds at the time of investigation. in an
interview on 8/7/08, at 12:30 p.m., the DON
stated the pressure relief mattress "wasn't set
where it should be" to provide maximum pressure
relief.

At the time of the complaint investigation,
8/6-8/7/08, Resident #1 was observed repeatedly
in her room. Surveyors did not observe staff
practicing contact precautions or any signs in the
facility that notified staff or visitors that contact
isolation precautions were in effect for Resident
#1. Additionally, no staff member during the
course of the complaint investigation advised
surveyors that the resident was under contact
isolation precautions for MRSA.

On 8/7/08, at 11:30 p.m., the resident’s
wheelchair cushion was observed by surveyors.
The cushion included a pommel in the front
center intended to help prevent the resident from
sliding forward in the wheelchair, was
approximately three-inches thick, and was made
of foam with a vinyl cover.

On 8/7/08, at 12:05 p.m., the facility's physical
therapist provided surveyors with a copy of a
catalog photograph and description of the cushion
in Resident #1's wheelchair. The description read,
"Designed for slide control and hip abduction ..."
According to the catalog description,the cushion

F 314
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was not designed for relieving presstire.

On 8/7/08, at 1:52 p.m., ohe of the facility's
owners and the physical therapy staff showed
surveyors an “interim" wheelchair cushion the
owner described as "the best we have in-house.”
The owner and physical therapy staff informed
surveyors the resident's wheelchair cushion
would be replaced with the interim cushion until 2
"state-of-the-art" pressure-relieving cushion
arriving later that day could be provided to the
resident.

On 8/7/08, at 12:30 p.m., the facility's
Administrator, DON, Corporate Vice President,
and owners were inferviewed and questioned
about the lack of contact isolation precautions to
prevent the spread of Resident #1's MRSA fo
other residents, or sighs warning other residents,
staff, and visitors of MRSA contact precautions
for Resident #1. The DON stated the resident
was placed on contact precautions, but "l don't
know why it wasn't documented.”

During the 8/7/08 interview, the facility's
Administrator, DON, Corporate Vice President,
and owners were asked about the 3/17/08
pressure ulcer risk assessment that placed the
resident as a "low risk" for skin impairment
despife a long history of compromise, limited
mobility, risk for friction and shearing from
fransfers, and bed- or chairbound status. The vice
president stated the score was based on history
and physical assessment conducted by nursing
staff at the facility.

When asked about the MAR that indicated
Resident #1 was not given four antibiotic
treatments, the vice president and owner stated

F 314
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the resident did receive the ordered dosages of
antibiotic treatments. Documentation was
provided that indicated no TMP/SMX antibiotic
doses were returned to the facllity's pharmacy.
However, the facility was asked for but did not
provide documentation that the four doses of
antibiotic treatment were administered.

During the 8/7/08 interview, the facility provided
surveyors with a copy of its Condensed Wound
Protocol. Under, Tracking Current Wounds, the
facility's protocol documented: "1. Assess and
measure wound weekly per schedule. 2. Make a
note in chart on wound care record in binder. 3.
Evaluate efficacy of current treatment. If not
effective after 1-2 weeks (LN judgement) then
discuss need for new {reatment with LPN, DNS,
MD [Medical Director] ... 4. If new treatment
ordered, use 3 part form and add to copy and text
sheet, 5. Record all on Wound Care Log in
binder."

When asked about the lacking documentation
pertaining fo wound assessment and
measurement, notes on wound care, evaluation
of current treatments per commoniy accepted
standards of practice and the facilify's own
protocol and Care Plan updates, the vice
president stated, "[Resident #1's LN] shouid have
started daily monitoring [and] it's part of the
system" to update Care Plans when skin
breakdowns occurred.

Resident #1 was admitied to the facility with a
high risk for, and history of, pressure ulcers and
care planned for skin integrity interventions that
did not change over the course of her three year
residency at the facility. In 2008, the resident
developed an "open area” to the right gluteal fold

FORM CMS-2567(02-89) Previoys Versions Obsolete Event iD: 1AN411

Facility 1D: MDS001200 i continuation sheet Page 23 of 35




“

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/21/2008
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

A5

135020

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A, BULDING

c

B.WING 08/07/2008

NAME OF PROVIDER OR BUPPLIER

EMMETT REHAB & HEALTHCARE INC

STREET ADDRESS, CITY, STATE, ZIP CODE
714 NORTH BUTTE AVENUE

EMMETT, ID 83617

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

iD PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 314

F 385
55=D

Continued From page 23

that progressed o a Stage 1V pressure uicer with
necrotic tissue. The facility's own protocols and
physician's orders to assess the wound daily and
treat according to order were not followed in April
2008 and the Care Plan was not updated to
reflect the development of a skin impairment.
Waeekly skin checks in May 2008 contained no
reference to the resident's worsening pressure
ulcer, and records documented the wound was
not assessed or freated as physician ordered.
Also in May 2008, Resident #1's Care Plan was
not updated and nursing notes did not include any
documentation regarding the wound. In June
2008, the facility failed to assess or treat the
wound as ordered, according to its records, and
the resident's Care Plan was not updated. Also in
June 2008, Resident #1's annual MDS
assessment did not identify the presence of a
pressure ulcer, but coded the resident as having
bruises or abrasions. Dietary changes to assist
with skin wound healing were not implemented at
any time during the development of the resident's
pressure uicer to the right gluteal fold, the
resident's bed was not inflated to a level that
would maximize pressure relief o the affected
area, the resident's wheelchair cushion was not
designed to relieve pressure, and no contact
isolation procedures or precautions were put into
place to protect against the spread of MRSA to
staff or other residents.

483.40(a) PHYSICIAN SERVICES

A physician must persenally approve in writing a
recommendation that an individual be admitted to
a facility. Each resident must remain under the
care of a physician.

The facility must ensure that the medical care of
each resident is supervised by a physician; and

F 314

F 385

1. The attending physician for Resident
#1 was notified of changes in wound
status and visited the resident at the

¢ ags| facility prior to the survey team exiting
the facility. Orders for wound care were
received and a progress note was
written at that time. The MD has been
notified about the changes in the
resident’s status as well as receiving
weekly wound progress reports. The
physician and staff at the Center for

FORM CMS-2567{02-09) Previous Versions Obsolele Event iD: 1AN411

Facility ID: MDS001200 If continuation sheet Page 24 of 36




PRINTED: 08/21/2008
FORM APPROVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO. 0938-0391

__CENTERS FOR MEDICARE & MEDICAID SERVICES

another physician supervises the medical care of
residents when their attending physician is
unavailable.

This REQUIREMENT is not met as evidenced
by

Based on record review and staff interview, it was
determined the facility failed to ensure that the
medical care of a resident was adequately
supervised by a physician. This was true for 1 of
4 sampled residents (# 1). Findings include:

Resident #1 was admitted to the facility on
10/1/05 with diagnoses including multiple
sclerosis, depressive disorder, and calculus of the
kidney.

The Resident Weekly Skin Check Sheet, dated
04/09/08, documented, "Open area noted to
gluteal fold on R. (right) cream applied.”

A physician’s order, dated 04/12/08, directed staff
to, "Apply EPC cream to R gluteal fold. CNA may
apply, LN to assess q (every) day.”

The May Nursing Notes and Interdisciplinary Care
Notes were reviewed and contained no
documentation of the status of an open area to
the right gluteal fold, measurements, or condition
of surrounding tissue.The April, May, and June
care plans were not updated to reflect any new
skin Issues or interventions. The April, May, and
June MARS had missing documentation for the
application of the EPC skin cream, and there was
no documentation that an LN had assessed the
wound dally.

A Condition Change Form, dated 6/6/08, stated,

Wound Healing at St. Luke’s Meridian
have also been involved in the care of
Resident #1.

2. All residents could be affected by this
deficient practice. The Medical Records
manager completed an audit of all
physician visits. The Administrator sent
a letter to all participating physicians
apprising them of the citation received
by the facility related to physician
services, Specific physicians were
alerted of any outstanding visits as well
as the date of expected completion. For
ali skin concerns noted, resident
physicians have been notified and will
be sent weekly wound progress reports
as well.

3. The Medical Director was apprised of
the outcome of the survey. The
attending physician for Resident #1 will
be receiving notification from CM$
related to the findings of the survey.
{His name and address has been
provided to the Bureau of Facility
Standards.) The Medical Records
manager will continue to audit physician
compliance with visits. Any deviation
will be brought to the appropriate
physician’s attention. if the concemns
are not corrected, the Administrator will
contact the physician {and MD if

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING s
B. WING
135020 08/07/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EMMETT REHAB & HEALTHCARE INC 714 NORTH BUTTE AVENUE
EMMETT, ID 83617
(*X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 385 | Continued From page 24 F 385| F 385 (Continued from page 24}

FORM CMS-2587(02-69) Previous Versions Obsolete

Evant §B; 1AN4T

Faclity tD: MDS001200

if continuation sheet Page 25 of 35




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/21/2008
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

"Small open area less than 1 cm in diameter in
the fold under R buttock.”

A Weekly Skin Check form for June 2008 had
entries for 6/5, 6/11, 6/20, and 6/24/08. The entry
for 6/5/08 documented, "R buttock fold open area,
cleansed. Skin is peeling on L{eft] Buttock. No
other skin issues at this time. Will contfinue] to
monitor." The entry for 6/11/08 documented, "R
buttock open area. Cleansed and new drsg
{dressing] applied.” The entry for 6/20/08
documented, "No new skin issues to report.” The
entry for 6/24/08 documented, "Res[ident] has an
open red area on L buttock fold area, cleansed
well. Will contfinue] to monitor." The notation an
open area on the left buttock appeared to be in
error as the only other documented open are
was to the right gluteal fold. :

A Daily Monitoring Pressure/Non-Pressure Ulcers
form was started on 6/27/08. The entry for
6/27/08 stated the pressure ulcer was "new." A
meastrement was taken of the gluteal wound on
6/27/08 and listed the dimensions as 1.2 cm long
X 3 cm wide. This was the first measurement
documented since the pressure ulcer was first
recorded on 04/09/08. A box for “full thickness"
was checked. The color was described, by a
check mark, as red and epithelialized with a small
amount of blood tinged exudate, and an odor.
The box next to "treatment changed" was
checked but the treatment was not listed. A
second entry was made on the form for 6/27/08,
listing a wound to the coccyx as 3 cm, partial
thickness, with a red, epithelialized color, no
exudate and no odor.

The resident's record did not document any .
physicians visits or follow-up calls in April, May, or

necessary) to request cooperationin a
timely manner. Licensed Nurses and DT
members have been inserviced
regarding need to contact physicians for
.| changes in resident status. The RN
Supervisors will monitor for physician
notification of changes in resident
status, and follow up to ensure
notification is completed. The RN
Supervisors will maintain a concern log
for physicians to review during rounds.
Records will be reviewed to ensure
physicians have signed and dated
progress notes after each visit.

4. The Medical Records manager will '
provide a monthly report to the QA
Committee related to physician visits.
The RN Supervisor will assist the DONin
providing an audit of staff compliance
with notification of physician physicians
concerning changes in resident status.
Results of audits will be presented at the
monthly QA Committee meetings.
Corporate Nurse Consultants will
monitor compliance on a monthly basis
for 3 months, and then Quarterly.

5. Completion date: 9/5/08.
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Continued From page 26
June to monitor the resident's status.

A physician's order for Resident #1, dated 7/1/08,
directed staff to, "Culture/swab wound to [right
lower] buttock crease” and report the results of
that laboratory test to the physician. That order
was confirmed in an Interdisciplinary Progress
Note (IDT Note) on 7/1/08 that read, "Received
telephone call from [physician] regarding well
being of resident. This nurse reported findings
from this AM [morning] dressing [change] fo
fright] buttock. N,O. [New order] received for
wound swab of area to be sent for culture.”

A Care Plan Update, dated 7/1/08, identified the
following Problem: "Res[ident] has an area to her
fright] buttock crease. FPossible infection.
Approxfimately] 2.5 cm [centimeters] circular in
the center of a known denuded area." The
identified Goal documented, "Treat any
underlying infection identified from wound swab."
The Care Plan Update documented the following
Approach: "1. Obtain wound swab as [ordered] 2.
Review resuits [with physician] when available 3.
Monitor for pain 4. Monitor for s/s [signs and
symptoms] of infection, fever, etc, 5. Reassure
resident as necessary."

A local hospital lab report of the resident's culture
swab documented the wound tested positive for
Methicillin Resistant Staph Aureus [MRSA] and
Enterococcus faecalis bacteria on 7/7/08.

A physician's order, dated 7/8/08, directed the
facility to administer "TMP/SMX PO BID X 10
days [antibiotic by mouth twice daily for 10 days]
for "buttocks cellulitis." That order was confirmed
by an IDT Note, dated 7/9/08.

F 385
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t Resident #1 documented the EPC cream and

A physician's order, dated 7/11/08, documented,
"Wound care: Rx [Prescription] per wound
protocol Idodosorb: fo center area [and] cover
with COPA hydrophilic foam dressing. [Change]
dressing [every] 2-3 days and PRN [as needed].
Apply [with] small amount gauze."

A July 2008 Daily Monitoring/Pressure Ulcers
record for Resident #1 documented the dressing
was changed according to the physician's order
and Care Plan Update on 7/14, 7/17, and 7/29.
However, the record indicated the resident's
dressing was not changed as ordered and care
planned, on 7/20, 7/23, or 7/26.

* 7/11/08 - "Wound present to [right] gluteal fold
also yeast, redness appears in groin fand] on
thighs. New Tx's [treatments] started today for
both areas."

* 7121108 - "No new skin issues at this time.
Reslident] contlinues] to have dressing to [right]
gluteal pressure ulcer. No drainage noted, Will
cont{inue] fo monitor.”

* 7/28/08 - "Dressing to pressure ulcer changed.
The wound has deteriorated since | saw it last. No
new skin issues at this time."

August 2008 recapitulated physician orders for

Allevyn adhesive dressing were discontinued on
7/5/08 and 7/11/08 respectively. The orders
included the following handwritten directive, dated
7/11/08: "Cleanse wound to [right] gluteal fold
{with] wound cleanser or N/S [normal saline). Pat
off old Idodosorb fjwith] gauze (illegibie) wound
bed slfightly] moist. Apply Idodosorb to gauze cut
smailer than hydrophilic foam. Place gauze on
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wound bed. Cover jwith] foam. Use skin
prep[aration] on edges. Wait till dry. Tape in
place. {Change every] 2-3 days [and] PRN."

The resident's record does not document any
physicians visits, follow-up calls, subseguent
cultures of wound, or new freatments between
07/11/08 and 08/07/08.

A diagram dated 8/1/08 and provided to
surveyors at the time of investigation included a
hand drawn representation of the resident's right
gluteal fold pressure ulcer. The diagram included
a handwritten note that read, "3 em circular open
area wound is necrotic.” The word "necrotic" was
underlined. Under "details,” was a handwritten
note that documented, "The area to her '
buttock/this was noted on 7/5/08 at that fime the
area consisted mostly of denuded skin; however,
the wound has declined and now as shown
above. Referral to wound clinic requested.” A
second diagram of the wound, also dated 8/1/08,
described the wound as "3 cm circular fand] 1.5
[centimeters] at deepest point." The second
diagram also included the handwritten word
"necrotic” with a drawn arrow pointing to a large
area of the depicted wound.

An DT Note, dated 8/1/08, documented,
"[Resident #1's] wound has declined since this
nurse last saw it. (Approx[imately] 2 weeks ago).
The wound is 3 cm circular, with a 1 cm denuded
area. At its deepest the wound [is] 1.5 cm deep.

This accounts for approx 1/4 of the wound area ...

The other 3/4 of the wound is approx 1 cm deep,
all of the inner aspect of the wound appears
'necrotic.’ This nurse advises that this [resident]
would be best served with a wound clinic
appointment.”
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Resident #1 received a referral to a local wound
clinic, which was faxed to the clinic on 8/1/08,
according to a FAX coversheet provided by the
facility. A return FAX from the wound clinic to the
facility, dated 8/4/08, directed the facility to,
"Please call to schedjule] [an] appt
fappointment}.” '

The interdisciplinary Progress Notes dated
08/04/08, documented, "Paperwork has been
faxed to the Wound clinic [after] obtaining signed
order. Awaiting call to schedule appt.”

The physician faxed the referral to the wound
clinic on 08/01/08, but did not assess the
resident's status or treatments when called by the
facility.

On 08/06/08, at 11:00 am, the resident's right
gluteal pressure ulcer was observed by the
surveyor and an LN, The dressing was intact and
saturated with dried brown dralnage. The
dressing was not dated. The LN indicated there
was a foul odor when the dressing was removed.
The LN staged the wound as a Stage IV due o
eschar. The entire width of the wound was
measured by the LN as 8.3 cm, with 4.0 cm
covered with eschar, and the length as 5.4 cm.
The quarter sized indentaticn in the center of the
eschar was measured as 0.5 cm deep. The area
surrounding the wound was nof red or
edematous. The resident did not complain of pain
during the dressing change.

immediately after the dressing change, the LN
was interviewed. She stated she was assigned to
both sides of the building and that when she does
not work or has worked on the opposite hail and

F 385
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then returned to Resident #1's hali, the wound
had grown larger. The LN stated that the resident
had the wound for "many months.”

On 08/06/08, the DON confirmed she scheduled
a wound care clinic appointment for the resident
on 08/13/08.

A Physician Telephone QOrder, dated 8/6/08,
directed staff to apply, "Wet to dry dressing BID to
coceyx area. [Physician] to be here in am
{morning] o debride area.”

An Interdisciplinary Progress notes, dated
08/06/08 documented an order was received from
the physician for TMP/SMX antibiotics to be given
by mouth twice daily for ten days for a buttock
wound.

An IDT Note, dated 8/6/08, documented,
"[Physician] will visit in the am to debride cocoyx
atea, Continue to monitor for pain.™

An IDT Note, dated 8/7/08, and signed by the
resident's physician, documented, "Major concern
is MRSA [and right] buttock wound for which she
is on her 2nd course of TMP/SMX. Skin: 10 cm X
{byl 10 cm Grade Il ulcer over [right] buttock [with]
tunneling 4 cm deep X 3 cm wide fanning out ...
Necrotic tissue that we tried to remove today after
irrigation with NSS [normal saline solution]. Grade
I ulcer inferflor] medial to above wound. Culiure
[positive] for E.Coli [Escherichia colij and MRSA
dated 7/2/8. Wound debrided partially and
funneling area filled ... [Right] buttock Grade il
ulcer/muiltistage ulcer with [positive] MRSA and
[positive] E.Coli. Wound care clinic referral for
8/13/08."
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On 8/7/08, at 12:00 pm, the DON and Nurse
Consultant were interviewed regarding the lack of
physician visits. The DON stated that she was
unsure if the physician had visited the resident to
assess the wound prior to 8/7/08. The Nurse
Consultant looked through the resident's record,
and stated the 8/7/08 visi was the first day the
resident had been assessed by the physician.
The physician failed to adegquately supervise the
medical care of the resident. He did not
participate in the assessment, care planning, or
monitoring the changes in the resident's medical
status when called by the facility. F4a1
F 441 | 483.65(a) INFECTION CONTROL F 441
88=E 1. Resident #1 has been placed in

The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The faciliy must establish
an infection control program under which it
investigates, controls, and prevents infections in
the facility, decides what procedures, such as
isolation should be applied to an individual
resident; and maintains a record of incidents and
corrective actions related to infections.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews, and
record review, it was determined the facility failed
to protect residents from communicable infection
by not exercising contact precautions for &
resident with methicillin-resistant Staphylococcus
aureus (MRSA) in accordance with accepted
standards of practice. This had the potential to
affect any resident, staff, or visitor who came into

contact isolation. Red bags and
appropriate signage have been
implemented. The roommate for
Resident #1 was tested for MRSA and
had no signs of infection. She was
moved out of the room and has since
been discharged from the facility.

2. All other residents could be affected
by the deficient practice. One other
resident has been identified to have
active MRSA. She is In a room by herself
and has been placed on Contact
Isolation precautions with red bags and
approptiate signage.

3. Staff have been inserviced related to
appropriate care of residents with
MRSA. The Infection Control Nurse has
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contact with the resident, as well as any
subsequent resident and other individuals who in
turn came into contact with those residents, staff,
or visitors. Findings include:

Resident #1 was admitted to the facility on
10/1/05 with diagnoses of multiple sclerosis,
depressive disorder, and calculus of the kidney.

A Weekly Skin Check form, dated 4/9/08,
documented, "Open area noted to gluteal foid on
R [right]."” A Weekly Skin Check form, dated
4/16/08, documented, "Confinues] to have sm
[small] open area on R [right] Glut[eal] fold.

A Condition Change Form, dated 6/6/08,
documented, "Small open area less than 1 cm
[centimeter] in diameter in the fold under R [right]
buttock.”

A Daily Monitoring Pressure/Non-Pressure Ulcers
form begun on 6/27/08, documented a wound to
the giuteal fold on that date that measured 1.2 cm
long by 3 cm wide. This was the first
measurement documented since the pressure
ulcer was first recorded on 4/9/08. A box for "full
thickness" was checked. The color was
described, by a check mark, as red and
epithelialized with a small amount of biood-tinged
exudate, and an odor.

A physician's order for the resident, dated 7/1/08,
directed staff to, "Cuiturefswab wound to [right
lower] buttock crease," and report the results of
that laboratory test to the physician.

A Care Plan Update, dated 7/1/08, identified the
foliowing Problem: "Res{ident] has an area to her
[right] buttock crease. Possible infection.

F 441} £a41 (Continued from page 32)

been instructed about the procedures to
be implemented when positive MRSA
cultures are noted. She will complete an
audit to ensure that appropriate
precautions have been implemented, as
infections are identified. This audit will
be forwarded to the DON for each
resident affected by MRSA.

4. Monthly infection Control reports will
identify residents with MRSA. Infection
Control Nurse and DON will ensure that
appropriate measures have been
implemented. A report of findings and
interventions will be provided at the
monthly QA Committee meeting by the
infection Control Nurse. This will be
ongoing.

5. Completion date: 9/5/08.
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Approxiimately] 2.5 cm circular in the center of a
known denuded area.” The identified Goal
documented, "Treat any underlying infection
identified from wound swab."” The Care Plan
Update documented the following Approach: "1. -
Obtain wound swab as [ordered). 2. Review
results [with physician] when available. 3. Monitor
for pain. 4. Monitor for s/s [signs and symptoms]
of infection, fever, etc. 5. Reassure resident as
necessary."

Alocal hospital lab report of the resident's culfure.
swab documented the wound tested positive for
MRSA and Enterococceus faecalis bactena on
7/7/08.

The Centers for Disease Control (CDC),
recommended the following "patient placement”
for residents in hospitals and long-term care
fachities: "WWhen single-patient rooms are
available, assign priority for these rooms to
patients fwith] known or suspected MRSA
colonization or infection, Give highest priotity to
those patients who have conditions that may
facilitate transmission, e.g., uncontained
secretions or excretions. When single-patient
rooms are not available, cohort patients with the
same MRSA in the same room or patient-care
area. When cohorting patients with the same
MRSA is not possible, place MRSA patients in
rooms with patients who are at low risk for
acquisition of MRSA and associated adverse
outcomes from infection and are likely to have
short lengths of stay. In general, in all types of
healthcare facilities It is best {o place patients
requiring Contact Precautions in a single patient
room." (Information about MRSA for Healthcare
Personnel - CDC Infection Control in Healthcare.
hitp:fiwww.cde.govincidodidhap/ar_mrsa_healthe®
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At no time during investigation did surveyors

Continued From page 34
areFS.himt.)

An interdisciplinary Team note (iDT), dated
8/7/08, and signed by the resident's physician,
documented, "Major concern is MRSA [and right]
buftock wound for which she is on her 2nd course
of TMP/SMX [antibiotic] ... Culture [positive] for E.
Coli [Escherichia coli bacteria] and MRSA dated
7/218 ... [Right] buttock Grade Il ulcer/multistage
ulcer with [positive] MRSA and [positive] E. Coli."

observe or receive warnings from staff regarding
Resident #1's status as a MRSA-positive resident
with contact precautions in effect. Resident #1
was observed repeatedly throughout the
investigation in her room, which she shared with a
roommate.

On 8/7/08, at 12:30 p.m.,, the facility's
Administrator, DON, Corporate Vice President,
and owners were interviewed and questioned
about the lack of of contact isolation precautions
to prevent the spread of Resident #1's MRSA to
other residents, and why the facility did not post
signs warning other residents, staff, and visitors
of MRSA contact precautions for Resident #1.
The DON stated the resident was placed on
contact precautions, but "l don't know why it
wasn't documented.”

F 441
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complaing investigation at your facifity.

The surveyors conducting the survey were:

David Boott, RN
Amanda Bain, RN
Karl Davies, MPH, RO, LD

02.150,01 INFECTION CONTROL
160, INFECTION CONTROL.

01, Policies and Procedures,
Palicies and procedures shall be
written which govemn the pravantion,
controf ard investigation of
infections. They shalt include &t
jmasl
This Rule: s not met as evidenced by
Ploase refer to F441 as it refers to infection
gontrol,

02.200,03,a

i Developed from a nursing
assassment of the patient'siresident's
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Please refer to'FR72 as it relates to
compr@hénsw& resident assessmants.
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v. Prevention of decubitus ulcers

or deformities or treatment thereof,

if needed, including, but not limited

to, changing position every two (2)

hours when confined to bed or

wheelchair and opportunity for

exercise fo promote circulation;

This Rule is not met as evidenced by;

Based on observations, interviews, record review,
and a complaint from the general public, it was

determined the facility failed to prevent, treat, and

monitor pressure uicers for one of four [#1]
sampled residents. This resulted in serious injury
endangering the health of Resident #1, who

developed a preventable stage IV pressure uicer. '

The failure of the facility to appropriately assess,
treat, and monitor skin care issues had the
potential to affect all residents with, or at risk for,
pressure ulcers,

This situation was brought to the attention of the
facility on 8/7/08 at 1:15 pm, at which time the
facility was provided with specific details of the
failure to prevent a pressure ulcer.

The facility provided an acceptable plan of
correction to the surveyors on 8/7/08 at 2:20 pm,
at which time the endangerment was abated. The
plan of correction is as foliows:

C78% 02.200,03,b,v
See F314
Date: 9/5/08

FORM APPROVED
+ £
STATEMENT OF DEFICIENCIES VIDER! y (X3) DATE SURVEY
D o e IoEN! X1 ;E)Féﬁ'}':m% R *?%i%bﬁs%ﬁ {X2) MULTIPLE CONSTRUGTION CoMpLETED
W ALBUILDING
B. WING
135020 08/07/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
EMMETT REHAB & HEALTHCARE INC BT ety VENGIE
%4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFERENCED TO THE APPROPRIATE DATE
: . DEFICIENCY)
€ 782| Continued From page 1 c782 C782 02.200,03,3,iv
_ See F 280
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This Rule is not met as evidenced by:
Please refer fo F280 as it refers to revising care
plans as needed. '
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1. Resident #1's Physician came into the building
on 8/7/08 to examine and debride the right
buttock wound. The facility's staff would send the
physician weekly measurements and wound
assessments,

2. An appoiniment at a wound clinic was
scheduled for August 13.

3. New dressing change ordered.

4. Resident #1 was placed in contact isolation.
5. A new air bed and pressure relief cushion
were ordered for Resident #1.

Resident #1 was admitted to the facility on
10/1/05 with diagnoses including multiple
sclerosis, depressive disorder, and calculus of
the kidney.

Resident #1's admission MDS, dated 10/7/05,
coded a stage |l pressure ulcer,

A Skin Integrity Impairment form for Resident #1,
dated 10/1/05, identified the problem of "Skin
integrity impaired...Sacrum breakdown, stage 3
noted on admit." The listed interventions
included:

*Air matiress,

*Pressure reduction cushion to bedside chair
and/or wheelchair/geri chair,

*Follow in wound team rounds, ensure pain
management program is effective,

*Use turn sheet for repositioning,

“Daily skin inspection during cares. Notify LN of
skin integrity impairments,

*Weekly licensed nurse skin assessment, and
“Weekly check for "bottoming out” in w/c
[wheelchair] and/or bed.

A Weekly Pressure Ulcer Condition Report, with
dated entries of 10/2/05 and 10/9/05,

0X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
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documented Resident #1's sacral wound. The
entry for 10/2/05 stated the wound was a stage il
with a distinct outline, absence of necrotic tissue,
a scant amount of serosanguineous exudate, and
minimal edema of the surrounding tissues. The
treatment was "DuoDerm placed for protection.”
The entry for 10/9/05 stated the wound was "now
closed" and the DuoDerm was discontinued.

Resident #1's initial care plan, dated 10/14/05,
listed the problem of "Skin integrity impaired.”
The approaches listed were:

*Turn and reposition per policy,

*8kin checks per facility policy,

*Examine skin with cares. Notify LN of any
red/open areas.

A care plan update, dated 10/14/05 clarified,
"Place DuoDerm over areas Q wk-and PRN
[every week and as needed], {urning schedule Q2
hours and PRN, encourage resident to comply
with cares and hydration/nutrition."

The initial care plan, dated 10/14/05, was not
updated to include changes in skin integrity until
07/01/08.

The initial Pressure Ulcer Risk Assessment Tool
for Resident #1, dated 1/5/06, scored the resident
at a high risk for skin breakdown due to: history of
healed pressure ulcer, pain, H/O MS [history of
multiple sclerosis].

The Pressure Ulcer Risk Assessments, dated
2/8/07 and 3/17/08, scored the resident as a low
risk for skin breakdown despite having a history
of pressure ulcers, being bed and chair bound,
fotally reliant on staff for ADL's and repositioning,
indwelling catheter, and previously been scored
as a high risk on the same assessment tool.
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SUMMARY STATEMENT OF DEFICIENCIES

A Weekly Skin Check form for February 2008
had entries for 2/3, 2/9, 2/17, and 2/23/08. Each
entry stated the resident's skin integrity was infact
and there were no new skin issues,

A Weekly Skin Check form for April 2008
included an entry dated 4/2/08, which stated, "No
new skin issues at this time."An entry for 4/9/08
stated, "Open area noted to gluteal fold on R
[right]. Cream applied.” An entry for 4/16/08
stated, "Cont to have sm [smalil open areaon R-
Glutfeal] fold. Profective cream appiied. Will
contlinue] to monitor." No measurements or other
entries were made for April 2008.

A Documentation Record Comments form, dated
4/13/08, stated, "After shower LN did a skin
check on resident and we found her bottom was
open and slightly bleeding.”

A physician's order was received on 4/12/08 to
"Apply EPC cream to R gluteal fold. CNA may
apply, LN to assess Q [every] day." The MAR
revealed no documentation that the cream was
applied on 4/3, &, 10, 18, or 23. In addition, no
documentation was found to indicate the LN did
daily wound assessment on 4/16, 17, 18, 19, and
22 through the end of the month.

The April 2008 care plan for Resident #1 was not
updated to reflect the new skin issues or the
interventions {o be implemented.

A Weekly Skin Check form for May 2008 had
entries for 5/4, 5/15, and 5/21. The entry for §/4
stated, "Peri area. Cocyx [sic] cracked, cream
applied.” The entry for 5/15 stated, "Nonew
issues, peri area better." No mention was made
of the open area fo the giuteal fold. The entry for
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5/21 stated, "No new issues noted." Again, no
mention was made of the open area to the gluteal
fold. No enfry was made for the last week in May.

The May 2008 MAR revealed no documentation
that the EPC cream was applied to the gluteal
fold on 5/3, 5, 10, 16, or 23/08. In addition, there
was no documentation that an LN had assessed
the wound daily for the entire month.

Nursing Notes and Interdisciplinary Care Notes
were reviewed for May 2008. The record
contained no documentation of the status of the
open area to the right gluteal fold,
measurements, or condition of surrounding
tissue.

The May 2008 care plan was not updated to
reflect any new skin issues or interventions.

A Condition Change Form, dated 6/6/08, stated,
“Small open area less than 1 cm in diameter in
the fold under R buttock."

A Weekly Skin Check form for June 2008 had
entries for 6/5, 6/11, 6/20, and 6/24/08. The entry
for 6/5/08 stated, "R buttock fold open area,
cleansed. Skin is peeling on L[eft] Butiock. No
other skin issues at this time. Will cont to
monitor." The entry for 6/11 stated, "R buttock
open area. Cleansed and new drsg applied." The
entry for 6/20 stated, "No new skin issues to
report.” The entry for 6/24 stated, "Resfident] has
an open red area on L buttock fold area,
cleansed well. Will cont to monitor.” The notation
an open area on the Left buttock appeared fo be
in error as the only other documented open area

_| was to the Right gluteal fold.

The June 2008 MAR revealed no documentation
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that the EPC cream was applied to the gluteal
fold on 6/1, 7, 8, 10, 13, 21, 22, 23, 27, or 30/08.
In addition, there was no documentation that an
I.N had assessed the wound daily for the entire
month.

The resident's quarterly MDS assessment, dated
3/16/08, coded the resident as being totally
dependent on staff for bed mobility, transfers, and
ADL's and documented no skin breakdown.

The most recent annual MDS, dated 6/10/08,
identifled Resident #1 as having abrasions or
bruises but no pressure ulcers. The resident
coded as being totally dependent on staff for bed
mobility, transfers and ADL's.

The June 2008 care plan was not updated from
the initial 2005 care plan to reflect any new skin
issues or interventions.

A Daily Monitoring Pressure/Non-Pressure Ulcers
form was started on 6/27/08. The entry for
6/27/08 stated the pressure ulcer was "new". A
measurement was taken of the gluteal wound on
6/27/08 and listed the dimensions as 1.2 em long
X 3 cm wide. This was the first measurement
documented since the pressure ulcer was first
recorded on 4/09/08. A box for "full thickness"
was checked. The color was described, by a
check mark, as red and epithelialized with a small
armount of blood tinged exudate, and an odor,
The box next to "treatment changed" was
checked but the treatment was not listed. A
second eniry was made on the form for 6/27/08,
listing a wound to the coccyx as 3 cm, partial
thickness, with a red, epithelialized color, no
exudate and no odor.

A Nutrition Assessment form, dated 8/30/08, was
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filled out for Resident #1. The current diet order
listed was regular with no nutritional supplements.
The Registerad Dietitian's Recommendations
stated, "No sig[nificant] changes, NT [nutrition]
stable, PO [food intake by mouth] good... Sm
[small] open area noted to R buttock, RD to
follow, no need for dietary changes at this time.”

A physician's order, dated 7/1/08, directed staff
to, “Culture/swab wound to [right lower] buttock
crease" and report the results of that laboratory
test to the physician. That order was confirmed in
an Interdisciplinary Progress Note (IDT Note) on
7/1/08 that read, "Received telephone call from
[physician] regarding well being of resident. This
nurse reported findings from this AM [morning]
dressing [change] to [right} buttock. N.O. [New
order] received for wound swab of area to be sent
for culture.”

A Care Plan Update, dated 7/1/08, identified the
following Problem: "Reslident] has an area to her
[right] buttock crease. Possible infection.
Approx{imately] 2.5 cm [centimeters] circular in
the center of a known denuded area.” The
identified Goal documented, "Treat any

“underlying infection identified from wound swab.”

The Care Plan Update documented the following
Approach: "1. Obtain wound swab as [ordered] 2.
Review results [with physician] when available 3.
Monitor for pain 4. Monitor for s/s [signs and
symptoms] of infection, fever, efc. 5. Reassure
resident as necessary."

A local hospital lab report of the resident's culfure
swab documented the wound tested posifive for
Methicillin Resistant Staph Aureus [MRSA] and
Enterococcus faecalis bacteria on 7/7/08.

The Centers for Disease Control (CDC),
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recommended the following "patient placement”
for residents in hospitals and iong-term care
facilities: "When single-patient rooms are
available, assign priority for these rooms fo
patients fwith] known or suspected MRSA
colenization or infection. Give highest priority to
those patients who have conditions that may
facilitate transmission, e.g., uncontained
secretions or excretions. When single-patient
rooms are not available, cohort patients with the
same MRSA in the same room or patient-care
area. When cohorting patients with the same
MRSA is not possible, place MRSA patients in
rooms with patienis who are at low risk for
acquisition of MRSA and associated adverse
outcomes from infection and are likely to have
short lengths of stay. In general, in all types of
healthcare facilities it is best to place patients
requiring Contact Precautions in a single patient
room." {information about MRSA for Healthcare
Personnel - CDC Infection Control in Healthcare.
htip:/iwww. cde.govincidod/dhap/ar_mrsa_healthe
areFS.html.)

A physician's order dated 7/8/08 directed the
facility to administer "TMP/SMX PO BID X 10
days [antibiotic by mouth twice daily for days] for
"buttocks cellulitis.” That order was confirmed by
an IDT Note, dated 7/9/08.

A review of Resident #1's MAR, dated 7/9/08,
reveaied the antibiotic was administered BID for
seven days from 7/2/08-7/15/08, once dalily for
7/16/08 and 7/17/08, and was not administered
on 7/118/08. In fotal, the MAR documented the
resident missed four doses of the antibiotic
ordered to treat MRSA.

A physician's order, dated 7/11/08, documented,
"Wound care: Rx [Prescription] per wound
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protocol ldodosorb (sic: lodosorb): to center area
[and] cover with COPA hydrophilic foam dressing.
[Change] dressing [every] 2-3 days and PRN.
Apply [with] small amount gauze."

A Care Plan Update for Resident #1, dated
7/11/08, documented the following Problem:
"Wound to [right] buttock crease. Change fo
dressing.- Per facility protocol." The identified
Goal documented, "Heal area to buttock. Reduce
the risk of any further breakdown. Maintain skin
integrity.” The Care Plan Update documented the
following Approaches: "1. Apply dressing as
protocol. Measure [every] week. 2. Monitor and
record dressing [every] day and PRN. 3.
[Change] dressing [every] 2-3 days and PRN. 4.
Assess for pain [every] shift and PRN. 5. Skin
[checks every] week and PRN."”

A July 2008 Daily Monitoring/Pressure Ulcers
record for Resident #1 documented the dressing
was changed according fo the physician's order
and Care Plan Update on 7/14, 7/17, and 7/29.
However, the record indicated the resident's
dressing was not changed as ordered and care
planned on 7/20, 7/23, or 7/26.

A Resident Weekly Skin Check Sheet for
Resident #1 documented that skin checks were
conducted on 7/8, 7/11, 7/14, and 7/21. The
following handwritten notes were documented on
the weekly skin checks:

*7/8/08 - "Peri[neal] area very red. Open wound

on [right] buttock fold. Bandage came off during

shower. It needs to be replaced. Will continue to
monitor."

* 7/11/08 - "Wound present to [right] gluteal fold
also yeast, redness appears in groin [and] on
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thighs. New Tx's {treatments] started foday for
both areas.”

* 1114108 -~ "Dressing to [right] gluteal changed.
The area has deteriorated. Will conf[inue] to
monitor. Also recorded on Daily Pressure Ulcer
Sheet. Will cont[inue} o monitor.”

*7/21/08 - "No new skin issues at this time.
Resfident] cont[inues] to have dressing to [right]
gluteal pressure ulcer. No drainage noted. Wil
contfinue] to monitor.”

* 7/29/08 - "Dressing to pressure ulcer changed.
The wound has deteriorated since | saw it last.
No new skin issues at this time."

August 2008 recapitulated physician orders for
Resident #1 documented the EPC cream and
Allevyn adhesive dressing were discontinued on
7/5/08 and 7/11/08 respectively. The orders
included the following handwritten directive, dated
7/11/08: "Cleanse wound to [right] gluteai fold
[with] wound cleanser or N/S [normal saline]. Pat
off old Idodosorb [with] gauze (illegible) wound
bed si[ightly] maist. Apply Idodosorb to gauze cut
smaller than hydrophilic foam. Place gauze on
wound bed. Cover [with] foam. Use skin
preplaration] on edges. Wait till dry. Tape in
place. [Change every] 2-3 days [and] PRN."

Resident #1's August MAR did not document the
wound had been cleansed or dressing changed
from 8/1/08 - 8/7/08. No other documentation was
provided by the facility that indicated the wound
had been cleansed or the dressing changed from
8/1/08 through the complaint investigation of
8/6-8/7/08.

A diagram dated 8/1/08 and provided to
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surveyors at the time of investigation inciuded a
hand drawn representation of the resident's right
gluteal fold pressure ulcer. The diagram included
a handwritten note that read, "3 cm circular opeh
area wound is necrotic." The word "necrotic” was
underlined. Under "details," was a handwritten
note that documented, "The area lo her
buttock/this was noted on 7/5/08 at that time the
area consisted mostly of denuded skin; however,
the wound has declined and now as shown
above. Referral to wound clinic requested.” A
second diagram of the wound, also dated 8/1/08,
described the wound as "3 cm circular [and] 1.5
[centimeters] at deepest point." The second
diagram also included the handwritten word
"necrotic” with a drawn arrow pointing to a large
area of the depicted wound.

An IDT Note, dated 8/1/08, documented,
"[Resident #1's] wound has declined since this
nurse last saw it. (Approxfimately] 2 weeks ago).
The wound is 3 cm circular, with a 1 cm denuded
area. At its deepest the wound [is] 1.5 cm deep.
This accounts for approx 1/4 of the wound area ...
The other 3/4 of the wound is approx 1 cm deep,
all of the inner aspect of the wound appears
‘necrotic.’ This nurse advises that this [resident]
would be best served with 2 wound clinic
appointment.”

Resident #1 received a referral on 8/1/08 1o a
local wound clinic, which was also faxed fo the
clinic on 8/1/08, according to a FAX coversheet
provided by the facility. A return FAX from the
wound clinic to the facility, dated 8/4/08, directed
the facility to, "Please call to schedfule] [an] appt
[appointment).”

"On 8/06/08, at 11:00 am, the residenf's right
gluteal pressure ulcer was observed by the
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surveyor and an LN, The intact dressing was
totally covered with brown, dry drainage. The
dressing was not dated. The LN indicated there
was a foul odor when the dressing was removed.
The LN staged the wound as a Stage IV due to
eschar. The entire width of the wound was-
measured by the LN as 8.3 cm, with 4.0 cm
covered with eschar, and the length as 5.4 cm.
The quarter sized indentation in the center of the
eschar was measured as 0.5 cm deep. The area
surrounding the wound was not red or
edematous. The resident did not complain of pain
during the dressing change.

Immediately after the dressing change, the LN
was interviewed. She stated she works on both
sides of the building and everytime she has been
gone or has worked on the opposite hall and
came back to work with the resident the wound
was bigger. The resident has had the wound for
“many months" stated the LN.

A Physician Telephone Order, dated 8/6/08,
directed staff to apply, "Wet to dry dressing BID
to coceyx area. [Physician] fo be here in am
frmorning] to debride area.”

An {DT Note, dated 8/6/08, documented,
"[Physician] will visit in the am to debride caccyx
area, Continue to monitor for pain.”

An IDT Note, dated 8/7/08, and signed by the
resident's physician, documented, "Major concern
is MRSA [and right] buttock wound for which she
is on her 2nd course of TMP/SMX. Skin: 10 cm X
fbyl 10 cm Grade |l ulcer over [righf] buttock
fwith] tunneling 4 cm deep X 3 cm wide fanning
out ... Necrotic tissue that we tried fo remove
today after irrigation with NSS [normal saline
solution]. Grade | ulcer inferfior] medial to above
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wound. Culture [positive] for E.Coli [Escherichia
colil and MRSA dated 7/2/8. Wound debrided
partially and tunneling area filled ... [Right]
buttock Grade ll ulcer/multistage ulcer with
[positive] MRSA and [positive] E.Coli. Wound
care ciinic referral for 8/13/08."

On 8/6/08, at 1.25 p.m., and on 8/7/08 at 11:32
a.m., the resident's pressure relief mattress was
inspected by surveyors. The pressure relief
mattress was set for a resident weighing between
200 and 250-pounds during both observations.
According to the facility's welght monitoring
records, Resident #1 weighed approximately 169
pounds at the time of investigation. In an
interview on 8/7/08, at 12:30 p.m., the DON
stated the pressure refief matiress "wasn't set
where it should be" to provide maximum pressure
refief.

At the time of the complaint investigation,
8/6-8/7/08, Resident #1 was observed repeatedily
in her room. Surveyors did not observe staff
practicing contact precautions or any signs in the
facifity that notified staff or visitors that contact
isolation precautions were in effect for Resident
#1. Additionally, no staff member during the
course of the complaint investigation advised
surveyors that the resident was under contact
isolation precautions for MRSA.

On 8/7/08, at 11:30 p.m,, the resident's
wheelchair cushion was observed by surveyors.
The cushion included a pommel in the front
center intended {o help prevent the resident from
sliding forward in the wheelchair, was
approximately three-inches thick, and was made
of foam with a vinyl cover.

On 8/7/08, at 12:05 p.m., the facility's physical
Bureau of Facility Standards
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therapist provided surveyors with a copy of a
calalog photograph and description of the
cushion in Resident #1's wheelchair. The
description read, "Designed for siide control and
hip abduction ..." According to the cafalog
description, the cushion was not designed for
relieving pressure,

On 8/7/08, at 1:52 p.m., one of the facility's
owners and the physical therapy staff showed
surveyors an "interim" wheelchair cushion the
owner described as "the best we have in-house.”
The owner and physical therapy staff informed
surveyors the resident's wheelchair cushion
would be replaced with the interim cushion untif a
"state-of-the-art" pressure-relieving cushion
arriving later that day could be provided to the
resident.

On 8/7/08, at 12:30 p.m., the facility's
Administrator, DON, Corporate Vice President,
and owners were interviewed and questioned
about the lack of contact isolation precautions to
prevent the spread of Resident #1's MRSA to
other residents, or signs waming other residents,
staff, and visitors of MRSA contact precautions
for Resident #1. The DON stated the resident
was placed on confact precautions, but "l don't
know why it wasn't documented."

During the 8/7/08 interview, the facility's
Administrator, DON, Corporate Vice President,
and owners were asked about the 3/17/08
pressure ulcer risk assessment that placed the
resident as a "low risk" for skin impairment
despite a long history of compromise, limited
mobility, risk for friction and shearing from
transfers, and bed- or chairbound status. The
vice president stated the score was based on
history and physical assessment conducted by
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nursing staff at the facility.

When asked about the MAR that indicated
Resident #1 was not given four antibiotic
freatments, the vice president and owner stated
the resident did receive the ordered dosages of
antibiotic treatments. Documentation was
provided that indicated no TMP/SMX antibiotic
doses were returned to the facility's pharmacy,
However, the facility was asked for but did not
provide documentation that the four doses of
antiblotic tfreatment were administered.

During the 8/7/08 interview, the facility provided
surveyors with a copy of its Condensed Wound
Protocol. Under, Tracking Current Wounds, the
facility's protocol documented: "1. Assess and
measure wound weekly per schedule, 2. Make a
note in chart on wound care record In binder. 3.
Evaluate efficacy of current treatment. If not
effective after 1-2 weeks (LN judgement) then
discuss need for new treatment with LPN, DNS,
MD [Medicai Director] ... 4. If new treatment
ordered, use 3 part form and add to copy and text
sheet. 5. Record afl on Wound Care Log in
binder."

When asked about the lacking documentation
pertaining to wound assessment and
measurement, notes on wound care, evaluation
of current treatments per commonly accepted
standards of practice and the facifity's own
protocol and Care Plan updates, the vice
president stated, "[Resident #1's LN} should have
started daily monitoring [and] it's part of the
system" to update Care Plans when skin
breakdowns occurred.

Resident #1 was admitted fo the facility with a
high risk for, and history of, pressure ulcers and
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care planned for skin integrity Interventions that
did not change over the course of her three year
residency at the facility. In 2008, the resident
developed an "open area" to the right giuteal fold
that progressed to a Stage iV pressure ulcer with
necrotic tissue. The facility's own protocols and
physician's orders o assess the wound daily and
treat according to order were not followed in April
2008 and the Care Plan was not updated to
reflect the development of a skin impairment.
Weekly skin checks in May 2008 confained no
reference to the resident's worsening pressure
ulcer, and records documented the wound was
not assessed or treated as physician ordered.
Also in May 2008, Resident #1's Care Plan was
not updated and nursing notes did not include
any documentation regarding the wound. In June
2008, the facility failed to assess or treat the
wound as ordered, according to its records, and
the resident's Care Plan was nof updated. Also in
June 2008, Resident #1's annual MDS
assessment did not identify the presence of a
pressure ulcer, but coded the resident as having
bruises or abrasions. Dietary changes to assist
with skin wound healing were not implemented at
any time during the development of the resident's
pressure ulcer to the right gluteal fold, the
resident's bed was not inflated to a level that
would maximize pressure relief to the affected
area, the resident's wheelchair cushion was not
designed to relieve pressure, and no contact
isolation procedures or precautions were put into
place to protect against the spread of MRSA fo
staff or other residents.
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